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Similarly, the authors explain the low sensitivity of the HAP
mode of ABI calculation in their study by a high rate of diabetic
patients who might have a “pseudo-normal” ABI (within the 0.90
to 1.30 range) but with underlying PAD related to coexistent
medial calcinosis, overestimating the conventional ABI value.
Again, the probability of diabetes-related medial calcinosis is quite
low in the general population. Consequently, this issue might be
less problematic when using the conventional ABI.
Third, ABI measurements were performed by highly trained
technicians.1 In primary care, with less trained technicians and
physicians, one might be concerned by a higher number of false-
positive results caused by the inability to find theDoppler signals of
one of the two ankle arteries, leading to an inaccurate null value.
Subjects could then be erroneously considered to have PAD.
Finally, a mismatch between HAP and LAP methods are
theoretically mostly due to isolated infrageniculate lesions. Even
though color duplex imaging is a very accurate method to detect
PAD compared with angiography, its diagnostic performances are
poorer for infrageniculate lesions.6 Therefore, the use of color
duplex imaging as the gold standard for distal PAD is debatable. A
comment on ABI results according to proximal vs distal PAD
seems necessary.
We thank the authors1 for their challenging results because
they have opened a new field of investigation on the ABI measure-
ment for the diagnosis of PAD. However, these results require
further studies in primary care to confirm the superiority of the new
mode of ABI calculation for PAD diagnosis, and beyond, for
cardiovascular disease risk stratification.
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Reply
We thank Aboyans and Lacroix for their stimulating com-
ments and we are grateful for the ongoing discussion. First, we
would like to underline that we had designed our study1 to
prospectively clarify the value of the lowest of the ankle pressures
(LAP) in the detection of peripheral arterial disease (PAD). Our
rationale was very simple: If a patient presents with significantly
different pressures of the infrageniculate arteries, there must be a
stenosis, occlusion, or aplasia of one of these arteries.
Aplasia of the dorsalis pedis artery results in an ankle-brachial
index (ABI) value of 0, leading to a false-positive diagnosis of PAD.
In our study, the dorsalis pedis artery was not detectable in six
(1.4%) of 432 limbs in 216 patients. In four of the six limbs, a
significant decrease of systolic pressure of the ankle arteries of the
contralateral limb was found. Even if aplasia of the dorsal pedis
artery is assumed in the remaining two limbs, the rate of aplasia was
substantially lower in our study compared with the series reported
by Criqui et al.2 In this small subset of patients, further examina-
tion to differentiate between vascular aplasia and presence of PAD
will certainly be rewarding.
We reported a slight decrease of specificity of LAP compared
with the highest ankle pressure (HAP). Smaller specificity may be
due to really false-positive diagnoses of PAD by LAP. However,
color-coded duplex ultrasound imaging, which was used as a gold
standard in our study, may not have detected all infrageniculate
arterial lesions. Assuming this, our data might even underestimate
specificity of LAP.
In our study, conventional calculation of ABI (HAP) showed
a low sensitivity of 0.68%. We speculated in the “Discussion” that
this was due to the high proportion of diabetic patients investi-
gated; however, other studies reported a comparable sensitivity of
conventional ABI measurement.3-5 It is, therefore, time to take
into account that a high proportion of patients with PAD will not
be detected by conventional ABI measurement!
Our modification of the ABI may help to increase the diag-
nostic yield without further costs and time to the examiner. We
fully agree that a large-scale population-based study would give the
best answer of whether LAP is more useful than HAP in primary
care. Upon completion of 5-year data of the getABI study later this
year,6 we will be able to compare mid-term prognostic implications
of both measurement methods in detail.
Of course, primary care patients have a lower pretest proba-
bility of PAD compared with the subjects investigated in our study.
However, which diagnostic tool can be used in a large-scale study
as a gold standard to compare HAP and LAP? After all, our work
clearly shows that a clinician must be concerned about isolated
infrageniculate PAD in patients presenting with low LAP and
normal HAP.
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